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Groups Covered

1902(a)(10)(A)
(11)(XII) of the Act

B.

Optional Coverage Other Than the Medically
Needy (Continued)

for mail-in applications and California
schools participating in the National School
Lunch Program Medicaid expansion are
designated as the only “Qualified Entities” to
determine presumptive eligibility for children
under 19.

The presumptive period begins on the day that
the determination is made. If an application
for Medicaid is filed on the child’s behalf by
the last day of the month following the month
in which the determination of presumptive
eligibility was made, the presumptive period
ends on the day that the State agency makes a
determination of eligibility based on that
application. If an application is not filed on
the child’s behalf by the last day of the month
following the month the determination of
presumptive eligibility was made, the
presumptive period ends on that last day.

24. Working disabled individuals who meet

the requirement of Section
1902(a)(10)(A)(ii))(XIII) who: (a) have net
countable family income below 250 percent
of the FPL (b) are disabled according to
federal standards, and (c) except for
earnings, the disabled individual must be
eligible for benefits under the Supplemental
Security Income/State Supplemental
Program (SSI/SSP). The FPL for one is
used if the individual is a child; if the
applicant is unmarried; or the applicant is
married but there is no income counted
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